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Background: Significant advances have occurred in public policies and in therapies that promote tobacco free living. While public policies help 
reduce tobacco exposure and cardiac events, and while individual treatments help improve smoking cessation (SC), less is known about trends in SC 
following PCI, and whether or not public policies influence SC after PCI.
Methods: We performed a retrospective cohort study of 3004 consecutive patients (602 smokers) from Olmsted County, Minnesota who underwent 
PCI between 1999 and 2009, and assessed the trends and predictors of SC following PCI. Smoking status, demographic and clinical data at the time 
of PCI were obtained from patient records. Smoking status was ascertained by structured phone survey at 6 and 12 months after PCI. Missing data 
were completed from medical records.
Results: Prevalence of smoking at the time of PCI was 19 % from 1999-2007 and 23% from 2007-2009. Six-month quit rate decreased from 
1999-2001 ( 45%), to the time following 2001 (23% from 2001 and 2007, and 26 % from 2007 to 2009, p=0.001). Twelve-month quit rate also 
decreased from 1999-2001 (24 %) to 2001-2007 (14%) and to 2007-2009 (9%, p=0.003). The strongest predictor of SC 6 months post-PCI was 
participation in a cardiac rehabilitation program (OR=3.47, 95% CI 2.24-5.36, p<0.001), followed by older age (OR=1.34 (per decade), 95% CI 
CI 1.11-1.62, p=0.003) and concurrent MI as an indication for the PCI (OR=1.54, CI 1.04-2.29, p=0.031). Patients who had smoked at least 50 
pack-years were less likely to quit than those smoking ≤ 30 pack-years (OR=0.52, CI 0.30-0.90, p-value 0.003). After adjusting for other risk factors, 
patients who did not quit smoking after PCI had a higher risk of death than smokers who quit after PCI (HR 2.06, 95% CI 1.21-3.51, p=0.008).
Conclusions: The prevalence of smoking actually increased in persons undergoing PCI in our cohort from 1999-2009. However, post-PCI smoking 
cessation rates did not improve from 1999-2009 despite treatment advances and smoke-free legislation during that time period. Post-PCI patients 
appear most successful at SC when participating in a systematic follow-up program, such as cardiac rehabilitation.
